A 53-year-old man with chronic pain, depression, polysubstance abuse, venous insufficiency, and amputation below the left knee presented with abnormal stump movements. He continued to have severe stump pain despite osteophyte removal and stump revision performed 1 year after his amputation. Shortly after the stump revision he developed a mild, intermittent stump tremor, which worsened with time. The tremor occurred at rest and when lifting his stump. During our initial evaluation 3 years after the stump revision, he reported "nearly constant tremor," which made it difficult for him to sleep. The movements escalated during episodes of sharp, needlelike throbbing pain in the end of his stump and they improved when he was lying on his left side.
In addition, he experienced pain in nonanatomic distributions, including pain that ascended from his stump into his groin and contralateral scapula. He had no phantom limb pain. He was taking morphine sulfate 30 mg/12 h, oxycodone 5 mg/8 h, and gabapentin 600 mg twice/day. He missed multiple appointments with the interventional pain management team and instead started using cocaine to "ease the pain." He became homeless and was later hospitalized for suicidal ideation and detoxification. Subsequently, he began working with a counselor and psychiatrist in addition to the pain management team. He was treated with a fentanyl patch 50 lg/day, pregabalin 300 mg twice/day, and lidocaine patches. Each agent afforded incomplete subjective benefit with no objective change in the intensity or character of the tremor.
On initial neurological examination there was rapid, tremulous, 8 Hz flexion and extension of the amputated limb at the knee. He had give-away weakness, patchy sensory loss, and diffuse pain in the left leg. Initially, the tremor was accepted as organic and he was started on propranolol 40 mg twice/day and later primidone 50 mg twice/day with no improvement. Although the patient reported "nearly constant tremor," caregiver reports indicated far more variability. During rigorous physical and mental distraction (serial sevens and listing the states) his tremor changed direction, amplitude, frequency, and it even stopped spontaneously (see Video 1). The tremor was suggestible and briefly entrained to his other leg. It took a couple of clinic visits to establish sufficient historical and examination criteria to diagnose the stump movements as psychogenic. The supporting signs and symptoms included abrupt onset, with remissions observed by caregivers, psychiatric comorbidities and psychological stressors (homelessness), coupled with the variable, distractible, stump tremor with demonstrable entrainment, false weakness, and nonanatomical sensory loss. 7 The key examination findings and diagnosis were discussed with the patient, including the potential for symptomatic improvement with appropriate treatment. Although cognitive behavioral therapy and physiotherapy have demonstrated efficacy in treating functional movement disorders, we did not have the opportunity to use them, as he would not accept the diagnosis. 7 
Discussion
Painful jerking of the stump (jactitation) occurs in the immediate postoperative setting. Delayed onset of spontaneous, involuntary, autonomous movements of the stump occurring months to years after amputation are rare. 1 Despite documentation of this condition as far back as 1872 by S. Weir Mitchell, there is a paucity of information regarding the diagnostic criteria for or the management of "jumpy stump." 1 The term "jumpy stump" is used as a classic example of an organic, peripherally induced movement disorder. 1,2 However, the term has been applied uncritically to abnormal stump movements, including but not limited to tremor, chorea, myoclonus, and psychogenic movements without a unifying pathophysiology. 1, 2, [4] [5] [6] [8] [9] [10] Several visits were required to establish the diagnosis of functional stump tremor in this patient. Additional history and repeated examinations showed clear patterns of a psychogenic movement disorder, including functional weakness, nonanatomic sensory loss, and tremor variability and distractibility (when attempting serial sevens, listing states, and sequential finger taps). 2, 8 "Jumpy stump" has classically been accepted as an example of an organic posttraumatic movement disorder. Interestingly, the few published video cases of jumpy stump show variability and distractibility during conversation despite being labeled as organic. 1-3 Two of the "organic" cases demonstrate entrainment. 2, 3 Zadikoff and colleagues 4 used electrophysiological studies to document tremor modulation with distraction in their psychogenic "jumpy stump" case. Most published cases of abnormal stump movements lack documentation of physical or electrophysiological examination for functional features. 1-3 Based on our case and a review of the literature, we caution against the uncritical application of the term "jumpy stump" as organic. 
Supporting Information
A video accompanying this article is available in the supporting information here. Video 1. An 8 Hz tremulous flexion and extension at the knee in an amputated limb. Note the change in tremor amplitude, direction, and frequency during mental distraction with eventual pauses and arrest of tremulous movements during mental distraction (listing the states and performing serial "7"s).
